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The Samata intervention to increase secondary 
school completion and reduce child marriage 
among adolescent girls: results from a cluster-
randomised control trial in India
Background Secondary education and delayed marriage provide long-term 
socio-economic and health benefits to adolescent girls. We tested whether 
a structural and norms-based intervention, which worked with adolescent 
girls, their families, communities, and secondary schools to address pov-
erty, schooling quality and gender norms, could reduce secondary school 
drop-out and child marriage among scheduled-caste/scheduled-tribe (SC/
ST) adolescent girls in rural settings of southern India.
Methods 80 of 121 villages in Vijayapura and Bagalkote districts, Karna-
taka State, were randomly selected (control = 40; intervention = 40). All 12-
13 year-old SC/ST girls in final year of primary school (standard 7th) were 
enrolled and followed for 3 years (2014-2017) until the end of secondary 
school (standard 10th). Primary trial outcomes were proportion of girls who 
completed secondary school and were married, by trial end-line (15-16 
years). Analyses were intention-to-treat and used individual-level girl data.
Results 92.6% (2275/2457) girls at baseline and 72.8% (1788/2457) at 
end-line were interviewed. At end-line, one-fourth had not completed sec-
ondary school (control = 24.9%; intervention = 25.4%), and one in ten re-
ported being married (control = 9.6%; intervention = 10.1%). These were 
lower than expected based on district-level data available before the trial, 
with no difference between these, or other schooling or sexual and repro-
ductive outcomes, by trial arm. There was a small but significant increase 
in secondary school entry (adjusted odds ratio AOR = 3.58, 95% confidence 
interval CI = 1.36-9.44) and completion (AOR=1.54, 95%CI = 1.02-2.34) 
in Vijayapura district. The sensitivity and attrition analyses did not impact 
the overall result indicating that attrition of girls at end-line was random 
without much bearing on overall result.
Conclusions Samata intervention had no overall impact, however, it add-
ed value in one of the two implementation districts- increasing secondary 
school entry and completion. Lower than expected school drop-out and 
child marriage rates at end-line reflect strong secular changes, likely due 
to large-scale government initiatives to keep girls in school and delay mar-
riage. Although government programmes may be sufficient to reach most 
girls in these settings, a substantial proportion of SC/ST girls remain at-
risk of early marriage and school drop-out, and require targeted program-
ming. Addressing multiple forms of clustered disadvantage among hardest 
to reach will be key to ensuring India “leaves no-one behind” and achieves 
its gender, health and education Sustainable Development Goal aspirations.
Trial registration ClinicalTrials.gov registration number NCT01996241.
Electronic supplementary material: 
The online version of this article contains supplementary material.
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In 42 low-middle income countries (LMICs), 36% of girls are married before their 18th birthday [1]. Girls 
are more likely to experience child marriage (<18 years) than boys, and rates are highest among the poor-
est and most socially disadvantaged [1]. Early marriage is associated with a range of adverse outcomes, 
including inadequate access and underuse of health services, early child-bearing and low schooling and 
literacy levels [2,3]. Effects continue into the next generation, with children (especially girls) born to ear-
ly married mothers less likely to ever into or complete primary school education [4]. In contexts such as 
India, where fertility is strongly tied to marriage, first pregnancy and childbirth often follow quickly af-
ter marriage. Early child-bearing (<18 years) increases the risk of delivery complications and is associat-
ed with increased maternal mortality, infant mortality and low birth weight; children of young mothers 
are also more likely to experience child stunting, malnutrition and anaemia [2,5,6]. The global economic 
costs associated with the impacts of child marriage on fertility and population growth, children’s health, 
and education are high [7].
In India, traditionally girl child marriage has strong social and economic implications with marriages ar-
ranged between families anytime from birth through adolescence. Girls’ families are expected to pay sub-
stantial dowries and all wedding-related costs [8]. As a result, girls are traditionally seen as an economic 
burden for families and preference for sons is high [8]. Concerns around maintaining a girl’s ‘purity’ un-
til marriage are common and are connected with norms of family ‘honour’ [8]. Traditionally, this leads to 
a girl’s mobility being restricted once she reaches menarche and can lead to premature withdrawal from 
school and early marriage. A girl’s purity after marriage is also important, but marriage transfers the re-
sponsibility of protecting her purity from the natal to the spouse’s home. Harassment by men and boys 
(name calling, whistling, being pelted with small stones), is commonly described in Indian settings as 
“eve-teasing” [8]. Although the victims may not experience serious harm, the importance of maintaining 
a girl’s sexual purity means fear of eve teasing can lead to a family terminating a girl’s education and ar-
ranging an early marriage. Following marriage, girls usually move from their natal to their spouse’s family 
home, where they assume the traditional role of wife, mother, and homemaker.
Education is a powerful determinant of adolescent health and driver of socio-economic progress [1,9,10]. 
Secondary education is associated with reduced teenage births and older age at marriage [10]. Although 
primary education is now widespread in many LMIC [11], many forces operate to exclude or divert ado-
lescents – particularly girls – from secondary education, including poor academic achievement, the costs 
of education, the need for adolescent labour especially in rural areas, lack of parental aspirations for ed-
ucation, marriage, pregnancy, and maternal migration [12-14]. Similar to child marriage, rates of school 
drop-out are highest among girls, particularly among the poorest and most socially disadvantaged, rural 
families [9,14].
In northern Karnataka, India, where this study took place, the Devadasi tradition of sex work is practiced, 
whereby girls from Devadasi families are dedicated to the Temple goddess Yellemma, and upon reaching 
menarche, commence socially sanctioned sex work [15]. Previous work in north Karnataka has identified 
high levels of HIV (>30%) among female sex workers (FSWs) and migration of young adolescent girls to 
major cities in the neighbouring State of Maharashtra, to be inducted into sex work, with a high risk of 
HIV infection [16]. The current study was designed to address the “up-steam structural drivers” of HIV 
infection among girls and women from Devadasi and other sex work families living in this region. Almost 
all Devadasi belong to SC/ST communities. Scheduled caste/scheduled tribe (SC/ST) are legal caste cate-
gories in India and refer to indigenous populations from the most disadvantaged strata of Indian society. 
Some members of this group prefer the term ‘Dalit’ which connotes people who are ‘broken, crushed and 
torn apart’ and which is part of a wider political vision. However, to keep with the project terminology, 
we use the term ‘SC/ST’ in this article. SC/ST girls living in northern Karnataka have the lowest rates of 
secondary school enrolment and retention, and the highest rates of child marriage in the state, highlight-
ing gender, caste and regional disparities in educational uptake and child marriage [17,18]. A central hy-
pothesis of the intervention and evaluation was that keeping SC/ST girls in secondary school would delay 
their age at marriage and delay girls from Devadasi families entering into sex work. This, in turn, would 
reduce HIV-incidence among adolescent girls and young women entering sex work.
There have been four recent systematic and two comprehensive reviews of child marriage and school-
ing interventions with adolescent girls. Additionally, we searched Medline and ERIC from Jan 1, 2016 to 
April 1, 2018, and searched websites of various non-governmental organisations working on child mar-
riage and school drop-out (3ie, UNICEF, Population Council, ICRW, Save The Children). In Medline we 
did keyword searches using the terms “child marriage”, or “school”, and the clinical trial filter option. 
We identified sixteen trials of interventions which sought to reduce child marriage or increase secondary 
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school enrolment, attendance or completion in eleven low and middle income countries (LMIC) – Mex-
ico, Colombia, South Africa, Zimbabwe (n = 2), Malawi, Kenya (n = 3), Tanzania, Uganda, Nepal, India 
(n = 2), Bangladesh (n = 2); eight were published before the start of our trial (2000-2012) and eight since 
(2013-2018) [19-34]. Most trials (11/16) used an economic component (cash transfers, school subsi-
dies, economic support, improving livelihood options for unmarried, educated girls) as a key part of the 
intervention [20,21,24-29,32,34,35]; 10/11 trials with an economic component reported significant im-
provements in secondary school enrolment, attendance, or completion and 5/7 trials with an econom-
ic component reported significant reductions in child marriage. Among the five trials which used oth-
er intervention designs [19,22,23,30,33], two reported significant improvements: a community-based 
skills-development programmes for girls in Bangladesh reported significant increases in school atten-
dance and significant reductions in child marriage and an adolescent development and empowerment 
programme in Uganda found no difference in school enrolment but significant reductions in marriage 
and fertility outcomes [19,22]. Conversely, an adolescent development and empowerment programme 
with a micro-credit component in Tanzania, a menstrual cup provision intervention in Nepal and a par-
ent and community engagement programme in west India all found no difference in schooling and/or 
marriage outcomes [23,30,33].
We report results of the Samata intervention, developed as part of the STRIVE research programme con-
sortium, a UKAid-funded programme of research and action devoted to tackling the structural drivers of 
HIV. A key tenet of the Theory of Change was that keeping SC/ST adolescent girls in secondary school 
would delay the age at marriage and delay girls born into the Devadasi system from entering into sex work. 
Moving away from cash transfer intervention design to a more sustainable model, this was the first trial 
globally designed to address normative and structural factors hypothesized to encourage school dropout 
and early marriage.
METHODS
Setting
The Samata study took place in Vijayapura and Bagalkote districts, Karnataka state, southern India, 
among SC/ST adolescent girls living in rural villages from March 2014 to September 2017. The two dis-
tricts are demographically similar, with around three 
quarters of the population living in rural areas, and 
85% of rural SC/ST households living below the pov-
erty line [36,37].
Participants
All SC/ST girls living in the study villages and en-
rolled in standard 7 (the final year of primary school) 
in 2012 and 2013, were eligible for the study and 
were recruited in two cohort waves, one academic 
year apart (Figure 1). Cross-sectional baseline surveys 
were conducted in Feb-Jun 2014 (cohort 1) when 
girls were in their final term of the first year of second-
ary school, and Jul-Sep 2014 (cohort 2), when girls 
were in their first term of secondary school. The in-
tervention was delivered to all SC/ST girls aged 13-16 
years in the intervention villages, regardless of wheth-
er they were enrolled in the study. Although girls were 
expected to receive 36 months of intervention activi-
ties, due to funding issues at the start of the trial, co-
hort 1 girls received 18 months of intervention expo-
sure (starting when they were in year 9) and cohort 
2 girls received 30 months of intervention exposure 
(starting when they were in year 8) (Figure S1 in On-
line Supplementary Document). End line surveys 
were conducted in May-Jul 2016 (cohort 1) and May-Figure 1. Flow of the participants in the trial.
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Jul 2017 (cohort 2), after their secondary school final exams. Parents/guardians provided written informed 
consent, and adolescent girls provided written informed assent, for their participation in the study. The 
surveys were administered by trained female field investigators and all interviews were conducted in Kan-
nada (the local language) in a private setting. Repeat visits were made to find girls who were not available 
on the survey day. Interviewers referred girls needing help or counselling support to the nearest Santhwa-
na Centre (Government-funded centres providing financial and emotional support to women experienc-
ing violence, forced marriage, and other gender-based issues). The study was approved by ethics com-
mittees at St John’s Medical College, Bangalore (Ref 111/2013), LSHTM (Ref 7083), and the University of 
Manitoba (Ref H2014:414). The study protocol was registered at clinicaltrials.gov (NCT01996241) [18].
Intervention
The Samata intervention was a multi-level intervention designed to address normative and structural fac-
tors hypothesized to encourage school dropout and early marriage in this setting. A theory of change was 
developed with programme and research study team members and key stakeholders, which posited that 
poverty, gender norms, poor accountability of schools and communities, and poor education, perpetuate 
traditions of underage marriage and sex work that heighten vulnerability to HIV infection and diminish 
the quality of life for adolescent girls from SC/ST girls in rural northern Karnataka. The theory of change 
informing the project’s design is available in Figure S2 in Online Supplementary Document. The in-
tervention components were designed to overcome the existing barriers of poverty and low value for girl 
education, together with tradition and existing gender norms which encourage families to remove their 
daughters from school, marry daughters early or dedicate them as Devadasi sex workers, and allow boys 
to be disrespectful towards girls and devalue girls’ education. They were also designed to enable schools 
and community groups to pro-actively track and address the needs of girls to improve their retention in 
school and to provide girls with role models, aspirations for professional careers and a sense of solidari-
ty with other girls. A description of the programme can be seen in Appendix S1 in Online Supplemen-
tary Document [18]. The programme worked with adolescent girls and boys, parents and village com-
munities to change norms around girl education and marriage and overcome poverty-related drivers of 
school drop-out and early marriage by (i) establishing safe spaces for girls to meet and develop life skills, 
(ii) providing academic tutoring for girls, (iii) forming boys sports groups to sensitise boys to appreciate 
girls’ rights and treat girls respectively, (iv) sensitising parents to value girls education and challenging 
norms around age of girl child marriage, and (v) linking families to government financial incentives for 
girls in school. The intervention also worked with schools to introduce girl tracking systems, introduce 
school safety policies, train school staff on issues around gender and girl school drop-out, and strengthen 
the school governing committees. The programme was delivered to all SC/ST girls aged 13-16 years in 
the intervention village clusters, regardless of if they were enrolled in the study.
Design
The evaluation design involved a two-arm cluster-randomised controlled trial with parallel assignment 
(Figure 1), using a mixed-method approach; baseline and endline quantitative surveys, a longitudinal 
qualitative study, and process evaluation. From a sample frame of 121 villages, we randomly selected 80 
village clusters (40 intervention, 40 control), encompassing 296 villages (119 intervention, 177 control) 
and 129 secondary schools (69 intervention, 60 control) [18]. A “village cluster” comprises one “main” 
village with one or more eligible high-schools plus the surrounding ‘feeder’ villages, which do not contain 
a high-school but have SC/ST adolescents living there who attend the high-school in the “main” village.
We estimated the sample size based on the prevalence of the selected outcomes using available data from 
the district and state-wide surveys. Four outcomes were considered, i). proportion of girls transitioning 
from 7th to 8th standard, ii). proportion completing standard 10th, iii). proportion married before age 15 
years, and iv). proportion of girls reported sexual intercourse before age 15. We used a varying effect size 
for different outcomes based on the existing data and past trends and with an anticipation of a minimum 
detectable effect size of 20%-25% for secondary school completion and 25%-30% for child marriage and 
early sexual debut [15]. Due to the uncertainty about several underlying parameters of the sample size 
calculation, especially the between village variation (κ) in the outcomes, we allowed for a range of cal-
culations for κ depending on the relationship between the number of cluster and value of κ to achieve a 
realistic estimate for different parameters. After applying all possible combinations, selection of 80 village 
clusters with a harmonic average of 30 SC/ST girls per cluster, was calculated to be sufficient to detect the 
effect estimates for the outcomes above, with 80% power and 5% statistical significance. With a conser-
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vative estimate of loss-to-follow-up and assumption of at least 28 low caste girls per cluster, we estimated 
to detect 33% reduction in the risk of not transitioning between 7th to 8th standard, and 25% reduction 
in the risk of not retaining in school until the completion of 10th standard [15].
Outcomes
The two primary outcomes were (i) completion of secondary school [sit 10th standard exam] and (ii) 
marriage [by trial end line]. Four secondary outcomes were (i) entering into secondary school [start 8th 
standard]; (ii) passing end of secondary school exams [pass 10th standard exam]; (iii) sexual debut [by 
trial end line] and (iv) marriage and co-habitation with husband [by trial end line]. The primary and sec-
ondary trial outcomes were amended and registered at the clinical trials registry during the trial because 
(i) personal communication with experts in cluster-RCT design recommended reducing the number of 
primary outcomes from four to two, (ii) qualitative findings revealed that the first night ceremony (sex-
ual debut) and co-habitation with a spouse may happen months after marriage, (iii) baseline surveys 
showed we had insufficient girls from Devadasi families to measure sex work entry as an outcome, and 
(iv) insufficient girls were married at baseline to have pregnancy at endline as an outcome. Schooling and 
marriage outcomes were measured using a face-to-face questionnaire; sexual debut was measured using 
a self-completed questionnaire (after the face-to-face questionnaire).
Statistical analysis
The trial was not masked. The statistician (RP) and the research study team were masked to allocation 
while performing and interpreting analyses. We did an intention-to-treat analysis using data from our 
cross-sectional follow-up surveys; data was pooled for cohort 1 and cohort 2 for all primary and second-
ary outcomes, except for secondary outcome (i) entering into secondary school, for which we used base-
line data from cohort 2 (as cohort one were already in the second year of secondary school when the in-
tervention activities began). All data were collected on paper and double entered using the Census and 
Survey Processing System (CSPro; https://www.census.gov/population/internatioan/software/cspro). All 
analyses were done in STATA (version 14.0; StataCorp, College Station, TX, USA).
All trial outcomes were measured at the level of individual girl participants. Cluster-level summaries were 
also reported. The analysis was done using individual-level girl data, accounting for clustering of girls 
within villages using mixed-effects regression models. Unadjusted analyses of outcomes controlled for 
village strata and cluster at baseline. Adjusted analyses controlled additionally for baseline levels of drop-
out, marriage and learning environment at school (in the form of baseline cluster means), and village type 
(feeder vs main), caste, and literacy status of the household head at endline. All covariates were specified 
a priori. We also planned a priori to conduct subgroup analyses by district.
RESULTS
Study population
Of the total 2457 SC/ST girls enrolled in the trial, 2275 (92.6%) were interviewed at baseline (cohort 
1 = 1084; cohort 2 = 1191) and 1788 (72.8%) were interviewed at endline (cohort 1 = 872; cohort 2 = 916). 
In terms of trial arms, at baseline, 1111 girls (of targeted 1192) were interviewed in intervention arm 
whereas 1164 (of targeted 1295) in control. A total 182 girls could not be interviewed as the baseline as 
60 were not traceable from the original line list of girls, 54 were migrated, 20 were married and 48 were 
either not available for survey, refused or did not have parental consent (Figure 1). Of the total 1788 
girls interviewed at endline, 876 belonged to intervention whereas 912 to control. The reasons for attri-
tion of 669 girls (316 intervention; 353 control) includes not traceable/available (41%), migrated (19%), 
married (30%), and others (10%). The reasons for the attrition did not vary across the intervention and 
control arm.
Girls were evenly distributed between cohort 1 (48%) and cohort 2 (52%), with slightly more girls living 
in Bagalkote (55%) compared with Vijayapura (45%) districts. Most girls (71%) lived in a “main” village, 
with the remainder living in “feeder” villages (Table 1). Socio-demographic characteristics of adolescent 
girls and school level characteristics were evenly distributed across trial arms at baseline (Table 1). The 
median age of girls across the arms was 13 years (IQR = 12-16), and two thirds (67%) had reached men-
arche. Most were from the scheduled caste (79%) with the remainder from scheduled tribes. Levels of 
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orphanhood were high, with 17% orphaned by one or both parents. A minority (5%) were from Deva-
dasi families.
Across the arms, 20% of girls were from households with the poorest wealth quintile and almost two thirds 
(63%) had an illiterate household head. Reports of eve teasing, sibling characteristics related to marriage 
and drop-out, and girl’s perceptions of their school environment were similar across trial arms (Table 1). 
Where measured, levels of primary and secondary outcomes were also similar across trial arms (Table 
1); 9% of girls had dropped out of school at the baseline survey, 7% were married, <1% reported sexual 
debut and <1% were married and co-habiting with their husband.
Cluster-level summaries of trial outcomes
In the end-line cross-sectional survey, the unadjusted-cluster-level summaries were similar across the tri-
al arms for all primary and secondary outcomes (Table 2). The intra-cluster correlation was 1.0 for all 
outcomes indicating that clusters within in the invention and control areas had almost similar primary 
and secondary outcomes.
Individual-level analysis of trial outcomes
When we examined individual-level data at end-line, in both unadjusted and adjusted analyses, there 
was no evidence of a significant difference in the proportion of girls reporting any of the primary or sec-
ondary outcomes, by trial arm (Table 3). The proportion of girls completing secondary school education 
was 75.1% in the control arm vs 74.6% in the intervention arm and the proportion reporting marriage at 
end-line was 9.6% in the control arm and 10.1% in the intervention arm. Likewise, the proportion of girls 
Table 1. Assessing cluster level imbalance in characteristics of girls and trial outcomes across intervention and control arms at the be-
ginning of the trial*
All villAge clusters control intervention MeAn difference
Individual-level summary
N 2275 1111 1164
A. Socio-demographic characteristics:
Cohort (1 vs 2) 1191 (52.4%) 566 (50.9%) 625 (53.7%) -2.80
District (Bagalkote vs Vijayapura) 1016 (44.7%) 491 (44.2%) 525 (45.1%) -0.90
Village Type (Feeder vs Main) 1608 (70.7%) 765 (68.9%) 843 (72.4%) -3.50
Median age of adolescent girls in years (IQR) 13.0 (12-16) 13.0 (12-15) 13.0 (12-16) 0.00
Caste (ST/SC) 1788 (78.6%) 902 (81.2%) 886 (76.1%) 5.10
Menarche (N/Y) 1523 (67.3%) 751 (68.0%) 772 (66.6%) 1.40
Orphan hood (No/One or Both Parents) 379 (16.7%) 181 (16.3%) 198 (17.0%) -0.70
Belonged to Devadasi family (N/Y) 112 (4.9%) 47 (4.3%) 65 (5.6%) -1.3
Household wealth quintile (Richest/Poorest) 455 (20.0%) 227 (20.4%) 228 (19.6%) 0.80
Non-literate Household Head (Literate/Illiterate) 1415 (62.7%) 667 (60.3%) 748 (64.9%) -4.60
Cluster level summary (mean of means)†
Number of clusters‡ 80 40 40 -
Mean number of girls per cluster 28 28 29
B. Sibling and school level characteristics:
Recent eve teasing (N/Y) 8.9 (7.7) 9.1 (9.2) 8.6 (5.9) 0.50
Girls having a sister who dropped out of school before age 16 (N/Y) 9.7 (8.6) 10.2 (9.8) 9.3 (7.2) 0.90
Girls having a sister who married <18 years (N/Y) 6.7 (7.1) 6.9 (8.1) 6.6 (6.0) 0.30
Girls who report poor learning environment in current / last school (N/Y) 7.6 (7.2) 6.2 (5.8) 9.1 (8.3) -2.90
Girls who report poor school infrastructure in current / last school (N/Y) 12.7 (9.3) 12.5 (9.3) 12.9 (9.5) -0.40
Girls who report harassing/bullying environment in current / last school (N/Y) 7.9 (7.2) 8.8 (7.3) 7.1 (7.0) 1.70
C. Schooling, marriage and sexual debut at the trial start:
Proportion of girls who were not in school 9.4 (8.4) 8.5 (9.1) 10.2 (7.8) -1.70
Proportion of girls who are married 6.5 (5.7) 5.8 (6.3) 7.2 (5.6) -1.40
Proportion of girls who have sexual debut 0.8 (1.7) 0.6 (1.5) 1.0 (1.9) -0.40
Proportion of girls married and cohabiting with husband 0.7 (1.7) 0.4 (1.3) 0.9 (1.9) -0.50
SC/ST – scheduled-caste/scheduled-tribe, Y/N – yes/no, IRQ – interquartile range
*All statistics are n (%) unless otherwise specified.
†Mean of cluster level means of proportions (SD) of sibling and school level characteristics and outcomes at the start of the trial.
‡Control arm: 39 cluster in BL cohort-2.
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who transitioned into secondary school was high in both arms (91.2% control; 92.8% intervention), and 
more than half of study participants passed their end of secondary school exams (60.5% control; 56.8% 
intervention). The proportion of girls who reported sexual debut at the follow-up survey (6.1% control; 
7.0% intervention) and the proportion who reported being married and cohabiting with their husband 
(5.3% control; 4.7% intervention) was low, and similar between trial arms.
Sub-group analyses
When we stratified by district, in adjusted analyses, there was evidence that the Samata programme in-
creased the proportion of girls who completed secondary school (control 73% vs intervention 77%; ad-
justed odds-ratio AOR = 1.54, 95% CI = 1.02-2.34) and the proportion of girls who entered into secondary 
school (control 90% vs intervention 96%; AOR = 3.58, 95% CI = 1.36-9.44) in Vijayapura district (Table 
4). There was no evidence of an intervention effect in Bagalkote district. When we stratified by cohort, 
there was no evidence of any intervention effect on the primary and secondary outcomes (data not shown).
Sensitivity and attrition analyses
We conducted sensitivity analyses, which included marriage and schooling data from 544 girls who did 
not participate in the end-line survey, but for whom a family member provided data on the outcomes (266 
control; 278 intervention). When we included data from these girls in the individual level analyses, results 
were similar to the main findings (Appendix Table 1 in Online Supplementary Document). In addition 
to the sensitivity analyses, an attrition analysis was done to understand whether the loss to follow-up of 
Table 2. Cluster-level summaries of the outcomes at endline*
outcoMes control (n = 40)
intervention 
(n = 40)
intrA-cluster 
correlAtion
risk difference 
(95% ci)
Primary outcomes:
Proportion of girls who complete secondary school [sit 10th standard exam] 74.1 (16.4) 73.3 (16.4) 1.0 0.8 (-6.5, 8.0)
Proportion of girls who are married [by trial end line] 8.4 (8.7) 11.1 (8.7) 1.0 -2.7 (-6.6, 1.1)
Secondary outcomes:
Proportion of girls who start secondary school [enter into 8th standard]† 91.3 (10.2) 92.8 (10.1) 1.0 -1.5 (-6.0, 2.9)
Proportion of girls who pass secondary school final year exams [pass 10th standard exam] 59.7 (17.7) 56.6 (17.7) 1.0 3.1 (-4.9,11.0)
Proportion of girls who have sexual debut [by trial end line] 5.9 (6.5) 7.1 (6.5) 1.0 -1.2 (-4.0, 1.7)
Proportion of girls married and cohabiting with husband [by trial end line] 4.8 (6.3) 5.3 (6.3) 1.0 -0.5 (-3.2, 2.3)
*All statistics are mean of cluster level means of proportion (SD) unless otherwise specified.
†Control arm: 39 cluster in BL cohort-2.
Table 3. Effects of the intervention on outcomes at endline
outcoMes
suMMAry stAtistics intervention effect*
Control 
(876 girls)
Intervention 
(912 girls)
Basic model Adjusted model
Primary outcomes:
Proportion of girls who complete secondary school  
[sit 10th standard exam]
658 (75.1%) 680 (74.6%) 0.99 (0.7 to 0.41), P = 0.987 1.01 (0.7 to 1.38) 0.961
Proportion of girls who are married [by trial end line] 84 (9.6%) 92 (10.1%) 1.09 (0.7 to 1.56), P = 0.658 1.00 (0.7 to 1.41) 0.978
Secondary outcomes:
Proportion of girls who start secondary school  
[enter into 8th standard] †,‡
516 (91.2%) 580 (92.8)% 1.26 (0.7 to 2.20), P = 0.414 1.32 (0.7 to 2.31) 0.331
Proportion of girls who pass secondary school final year ex-
ams [pass 10th standard exam]
530 (60.5%) 518 (56.8%) 0.90 (0.6 to 1.22), P = 0.504 0.83 (0.6 to 1.15) 0.264
Proportion of girls who have sexual debut [by trial end line] 53 (6.1%) 64 (7.0%) 1.17 (0.8 to 1.71), P = 0.411 1.05 (0.7 to 1.55) 0.793
Proportion of girls married and co-habiting with husband  
[by trial end line]
46 (5.3%) 43 (4.7%) 0.92 (0.5 to 1.55), P = 0.766 0.83 (0.5 to 1.34) 0.447
*Odds ratio (95% CI), P-value for all the outcomes.
†N in summary statistics for Intervention = 625, Control = 566.
‡N in basic and adjusted model = 1191 as the data corresponding to the Cohort-2 girls at the baseline. The basic models for all the outcomes are only 
adjusted for village strata and cluster without any other adjustments for baseline. Adjusted models controlled for village type, caste, household literacy 
status, and stratum using individual-level data at the endline. Adjusted models additionally controlled for poor learning environment at school, school 
dropout, and marriage at baseline (in the form of cluster-level summaries).
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the girls from baseline to endline was random or it has any bearing on the outcomes due to loss-to-follow-
up (LFU) of girls with specific characteristics at the endline. Two scenarios were envisaged. First, all the 
loss to follow-up girls in the intervention and control areas completed the secondary education and no 
one got married and second, vice-a-versa. The attrition analysis did not find any significant difference in 
the outcomes across the two arms and suggested that LFU of girls from baseline to endline was random. 
For example, the rates of secondary school completion were 69.7% vs 66.9% and rates of child marriages 
were 7.4% vs 7.7%, respectively, in control and invention if we assumed that all the missing girls in the 
control and intervention completed secondary school and no one got married. Similarly, the rates of sec-
ondary school completion and marriage were 46.4%vs 43.5% and 30.6% vs 31.1%, respectively in the 
control and intervention if all missing girls did not complete secondary school and everyone got married 
by endline. In addition to above, if we consider an extreme scenario where all the girls from intervention 
completed school and no one got married whereas just an opposite situation in control, we found signifi-
cantly lower rates of secondary school completion (46.4% vs 66.9%; P < 0.05) and higher rates of early 
marriage (30.6% vs 7.7%; P < 0.05) in control and intervention, respectively. This imply that results are 
sensitive to the missing cases only in extreme cases.
Associations between school drop-out and child marriage
We examined associations between secondary school continuation and completion with child marriage 
at endline. Overall, the proportion of girls who were married was higher among girls who did not sit in 
the secondary school exam compared to those who did (24.5% vs 4.8%, respectively) and those who did 
not pass 10th standard exam with those who passed (16.8% vs 4.9%). There was no significant difference 
in marriage rates among girls who sat in the exam by arm. However, there was weak evidence of lower 
likelihood of marriage among girls in the intervention arm who passed the exam compared to girls in 
the control arm (AOR = 0.53, 95% CI = 0.26-1.07). When we stratified by district, girls in the interven-
tion in Vijayapura district who completed or passed the exam were significantly less likely to be married 
compared with girls in the control area (control 4.6% vs intervention 1.9%, AOR = 0.22, 95% CI = 0.07-
Table 4. Effects of the intervention on outcomes at endline by district
outcoMes
BAgAlkote vijAyApurA
Summary statistics Intervention effect* Summary statistics Intervention effect*
Control 
(516 girls)
Intervention 
(519 girls)
Basic model
Adjusted 
model
Control 
(360 girls)
Intervention 
(393 girls)
Basic  
Model
Adjusted 
model
Primary outcomes:
Proportion of girls who com-
plete secondary school [sit 
10th standard exam]
397 
(76.9%)
379 (73.0%)
0.75 0.73
261 
(72.5%)
301  
(76.6%)
1.43 1.54
(0.4 to 1.19) (0.4 to 1.14) (0.8 to 2.33) (1.0 to 2.34)
0.226 0.169 0.155 0.042
Proportion of girls who are 
married [by trial end line] 56  
(10.9%)
62 (11.9%)
1.18 1.12
28 (7.8%)
30  
(7.6%)
0.97 0.79
(0.7 to 1.82) (0.7 to 1.69) (0.5 to 1.69) (0.4 to 1.38)
0.467 0.606 0.921 0.406
Secondary outcomes:
Proportion of girls who start 
secondary school [enter into 
8th standard]†,‡@
290 
(92.1%)
330 (90.2%)
0.73 0.90
226 
(90.0%)
253  
(96.3%)
3.27 3.58
(0.3 to 1.43) (0.4 to 1.72) (1.2 to 8.40) (1.3 to 9.44)
0.356 0.753 0.014 0.010
Proportion of girls who pass 
secondary school final year ex-
ams [pass 10th standard exam]
309 
(59.9%)
290 (55.9%)
0.86 0.78
221 
(61.4%)
228  
(58.0%)
0.98 0.92
(0.5 to 1.26) (0.4 to 1.27) (0.6 to 1.57) (0.6 to 1.42)
0.432 0.317 0.941 0.709
Proportion of girls who have 
sexual debut [by trial end line] 30  
(5.8%)
34 (6.6%)
1.15 1.06
23  
(6.4%)
30  
(7.6%)
1.18 1.05
(0.6 to 1.91) (0.6 to 1.82) (0.6 to 2.08) (0.5 to 1.89)
0.587 0.819 0.559 0.869
Proportion of girls married 
and co-habiting with husband 
[by trial end line]
28  
(5.4%)
25 (4.8%)
0.92 0.93
18  
(5.0%)
18  
(4.6%)
0.97 0.75
(0.4 to 1.71) (0.5 to 1.65) (0.3 to 2.39) (0.3 to 1.79)
0.786 0.793 0.949 0.514
*Odds ratio (95% CI), P-value for all the outcomes.
†N in summary statistics for Bagalkote (Intervention = 366, Control = 315) and Vijayapura (Intervention = 259, Control = 251).
‡N in basic and adjusted model = 1191 as the data correspond to the Cohort-2 girls at the baseline. The basic model for all the outcomes are just ad-
justed for village strata and cluster without any other adjustments for baseline. Adjusted models controlled for village type, caste, household literacy 
status, and stratum using individual-level data at the endline. Adjusted models additionally controlled for poor learning environment at school, school 
dropout, and marriage at baseline (in the form of cluster-level summaries).
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0.76; control 4.9% vs intervention 0.9%, AOR = 0.04, 95% CI = 0.01-0.39, respectively). There were no 
significant differences in marriage rates among girls out of school in Vijayapura district between control 
and intervention arms.
DISCUSSION
In this study, we found no significant differences between trial arms, in our primary and secondary out-
comes. Thus, we found no significant difference in the proportion of girls who entered into secondary 
school (standard 8), who completed secondary school (standard 10), or who passed the end of secondary 
school exam (standard 10 final exam). We also found no significant difference in the proportion of girls 
who were married (age 15/16 years), married and cohabiting with their husband, or reported sexual de-
but at endline. However, when we stratified by district, in Vijayapura, we observed a significant increase 
in the proportion of girls who enrolled into and completed secondary school in the intervention villages, 
compared with the control villages.
Secular trends and government programmes
In our study, the proportion of girls experiencing the trial outcomes (school drop-out/marriage) at end-
line in both intervention and control arms was far lower than we had anticipated based on evidence from 
the district and state level data at the time of designing the intervention. A time-trend analysis of the Dis-
trict Level Household Survey and National Family Health Survey data for 2002-2015 found large secu-
lar changes in child marriage and secondary school completion among girls across the state (manuscript 
submitted to Lancet Global Health). These changes were not only observed at the state-wide population 
level but also in rural SC/ST communities. Thus, the rates of child marriage among rural SC/ST women 
aged 18-24 years have fallen from 72.8% in 2002 to 24.7% in 2015, and rates of secondary school com-
pletion among rural SC/ST girls aged 15-17 have increased from 13.9% in 2002 to 47.9% in 2015 at the 
state level. Improvements in secondary school completion and levels of child marriage were seen in the 
two districts of our study, as well as in other States in India [8]. These changes demonstrate substantial 
success at the national and state level to improve education for girls, and are hugely important with likely 
positive inter-generational benefits for girls’, and their children.
We also examined if any other programmes may have impacted on our trial findings, and found a num-
ber of national, state and district-wide government-led initiatives that were implemented between 2011 
and 2017 in our study districts (Figure S1 in Online Supplementary Document). These programmes 
aimed to provide financial support, additional tutorial classes and ensure schools were safe, to encourage 
school completion and grade attainment, and are similar to components of the Samata intervention. The 
impact was reflected by high levels of exposure to scholarships, ‘mission 100’ exam-preparation classes 
for poor performing students, livelihood training and tutorial classes by girls in our study regardless of 
trial arm (Table S2 in Online Supplementary Document). Thus, substantial changes in school comple-
tion and child marriage were observed due to government programmes that were consistent with those 
implemented by the Samata programme during the study.
It is notable that despite this backdrop of secular changes and government-led programmes, the Samata 
programme was still able to achieve a modest impact on schooling outcomes among SC/ST girls in one 
district. This suggests that additional gains can still be made through intensive programming and/or that 
families in Vijayapura district were readier for change through the cumulative impact of previous pro-
grammes in this district.
Intervention design
Our programme design differed from previous secondary school and child marriage trials. Whereas most 
trials have used economic components as the main intervention, the Samata programme worked with 
multiple stakeholders (girls, boys, families, school teachers, community leaders) to change structural fac-
tors and gendered norms around early marriage and the value of girl’s education. In our intervention, we 
linked girls and families in the intervention villages to government-funded economic initiatives designed 
to promote girl’s education, but these funding schemes were also available in the control areas and were 
accessed by families in both arms (Table S2 in Online Supplementary Document).
Our key hypothesis was that child marriage and school drop-out are linked; and that preventing the latter 
will delay the former. However, our sub-analyses in this paper and our previous qualitative findings sug-
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gest that while this is sometimes true, unmarried girls drop out of school for other economic, social and 
academic reasons and some married girls remain in secondary school despite early marriage [38]. From 
a programmatic perspective, similar structural forces serve to determine both outcomes, but it’s worth 
noting that in this context, increasing secondary school entry and completion among girls in Vijayapura 
district was not associated with concomitant changes in child marriage.
It may be that stronger social and cultural forces affect family decision-making on marriage than on ed-
ucation, and these entrenched views are made earlier in a girls’ life and are more challenging to change. 
Evidence from the global literature from sub-Saharan Africa and South America suggests that provid-
ing financial incentives is effective in keeping girls unmarried [20,24-26,29] and in secondary school 
[20,21,24-27,29,32,34], and thus may be sufficient to overcome the economic and cultural forces that 
determine a girls marital, and consequent educational, outcomes in impoverished settings. However, this 
raises questions over the sustainability of such approaches. In addition, the contexts in sub-Saharan Af-
rica and South America differ substantially to south Asia; whereas reducing high HIV-incidence among 
adolescent girls has been a key focus of the trials in sub-Saharan Africa, in south Asia where HIV rates are 
low, secondary school drop-out and child marriage are high and strongly linked with gender inequitable 
norms. Recent trials in India and Bangladesh provide the first evidence that providing decent livelihood 
options for girls or providing financial incentives can significantly impact on secondary school retention 
and child marriage rates in south Asian contexts too [26,29].
Programme implementation
We were interested to understand why we found an impact of Samata on schooling outcomes in Vijay-
apura but not in Bagalkote district. While outreach workers delivering the intervention were of similar 
ages in both districts, those in Vijayapura had higher educational qualifications and worked on the in-
tervention longer than those in Bagalkote (Table S3 in Online Supplementary Document). In addition, 
the programme was delivered more intensively (frequency of contacts) in Vijayapura district (Table S3 in 
Online Supplementary Document).
The qualitative data provides important insights in terms of programme implementation and reveals the 
pivotal role that families play in decision making about marriage and education for their daughters [38]. 
The qualitative data also suggests that the primary norm discouraging school attendance may not be un-
dervaluing girl’s education as anticipated, but concern about reputational risk to family honour. The initial 
focus of our intervention was empowering adolescent girls and working with boys to make them more 
respectful and supportive of their sisters. Following a mid-line programme review (2016), we re-focused 
our efforts on engaging with parents/carers, but this was likely too late in the study to have had an impact. 
Based on our experience, we would recommend future programmes focus more intensely on working 
with family members in the first instance and start when girls are younger (pre-menarche).
One of the main trial aims was to delay sexual debut and to delay entry into sex work (through keeping 
girls in school), due to previously reported high rates of HIV among Devadasi sex workers. However, our 
surveys found far smaller numbers of girls reporting to be Devadasi than we anticipated. This could be the 
result of under-reporting due to social desirability bias (sex work is illegal in India) or it could be that SC/
ST girls from Devadasi families had dropped out of school before year 7 and were therefore not included 
in our study sample. Similarly, by enrolling girls in the final year of primary school we may have already 
missed those most at risk of school drop-out and child marriage. Future interventions may need to focus 
on younger girls (eg, aged 9/10 years) and their families, and target those at highest-risk. Indeed, some 
researchers suggest programmes should invest in the poorest girls in the poorest communities a year or 
two before puberty to make a difference [39].
Strengths and limitations
Our results should be generalizable to SC/ST girls in India. We included all SC/ST girls enrolled in 7th 
standard in our sample, had a large number of clusters, 100% of selected villages agreed to participate 
and no villages dropped out of the study. Analysis of baseline balance suggested the randomisation pro-
cess worked well and the study design was robust. Our trial outcomes were reliant on self-reported mea-
sures and were likely to be subject to reporting bias. As there has been a lot of publicity around the ille-
gality of child marriage, child marriage is likely to be under-reported and biased in the same direction in 
both trial arms. Likewise, studies from LMIC globally suggest that parents and their children are often 
aware of the importance of education [14], and reports on school drop-out were likely to be biased in the 
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opposite direction in both arms. As noted above, the prevalence of our trial outcomes differed substan-
tially from what we had estimated at trial start, due to large secular changes in child marriage and girl’s 
secondary education which have been taking place across India. As such, we do not think that increas-
ing the sample size would have changed the trial findings. Our loss-to-follow-up was higher than antici-
pated with ~ 27% of the study population not available for interview at end-line. Even though it is likely 
that girls who were not available for interview were more likely to have been married or dropped-out of 
school than those available for interview, we do not think this affected the overall trial results as loss-to-
follow-up was similar between trial arms and sensitivity analyses using data from 544 ‘missing girls’ found 
the study findings remained the same.
A cluster-RCT may not be the most appropriate evaluation design to measure the impact of programmes 
which take a normative approach, as control arms may not remain “pure” and norm change happens in 
stages – first among those most ready for change, and later among those less ready for change who may 
only change during subsequent programmes. Thus, a trial may capture those girls and families who are 
most ready for change but miss those who were brought to a higher level of readiness for change.
CONCLUSIONS
This is the first trial to take a multi-level approach to address normative and structural factors hypothe-
sised to encourage child marriage and school drop-out among adolescent girls. The Samata intervention 
was associated with improvements in secondary school enrolment and completion among SC/ST adoles-
cent girls in one district but did not impact on child marriage outcomes. Low school drop-out and mar-
riage rates at end-line, coupled with exposure to various government-led campaigns in the control vil-
lages, makes it difficult to assess the value of this multi-level, norms-based approach. Additional research 
is under way to understand the impact of the Samata intervention on factors hypothesised to be on the 
causal pathway for the trial primary outcomes and to further explore the role of various social norms on 
influencing girl’s education and marriage. Our findings highlight the need for further research to identify 
interventions which target the sizeable minority of SC/ST adolescent girls who remain at risk of second-
ary school drop-out and child marriage.
Acknowledgments: The study team would like to thank the study participants, including adolescent girls, 
families, school staff and village communities, as well as the programme implementation team for their tireless 
work throughout the study. We thank the local and state government for their support of the programme. We 
would also like to acknowledge Mr Raja Kumar and Ms. Anushia at KHPT for data management and support, 
and the LSHTM Centre for Evaluation for statistical support and advice, in particular Profs Richard Hayes, Hel-
en Weiss, James Hargreaves, and Dr James Lewis.
Ethics approval: This work complies with the Principles of the Ethical Practice of Public Health code. The 
study was approved by ethics committees at St John’s Medical College, Bangalore (Ref 111/2013), LSHTM (Ref 
7083), and the University of Manitoba (Ref H2014:414). The trial protocol can be accessed at: https://www.
ncbi.nlm.nih.gov/pubmed/25881037 (ClinicalTrials.Gov NCT01996241)
Funding: Project Samata was funded by the UK Department for International Development (UKAid) as part of 
STRIVE, a 6-year programme of research and action devoted to tackling the structural drivers of HIV (http://
STRIVE.lshtm.ac.uk/) and ViiV Healthcare. The views expressed herein are those of the authors and do not 
necessarily reflect the official policy or position of the UK government or ViiV Healthcare. None of the fund-
ing sources played a role in the design of the study, data collection, analysis, interpretation, or writing of the 
results. The corresponding authors had full access to all the data in the study and had final responsibility for 
the decision to submit for publication.
Authorship contributions: RP, TSB designed the analysis and wrote the first draft of the manuscript. RP per-
formed the analyses. TSB, PJ, CD, SI supported the analyses. RP, TSB, PJ, PB, CW, MC, SM, LH and SI contrib-
uted to the conceptualization of the analysis and reviewed the data analysis plan. All authors contributed to 
the study design, interpretation of the results, and reviewed the manuscript.
Competing interests: The authors completed the Unified Competing Interest form at www.icmje.org/coi_dis-
closure.pdf (available upon request from the corresponding author), and declare no conflicts of interest.
Additional material
Online Supplementary Document
Prakash et al.
June 2019  •  Vol. 9 No. 1 •  010430 12 www.jogh.org •  doi: 10.7189/jogh.09.010430
V
IE
W
PO
IN
TS
PA
PE
RS
  1  Sheehan P, Sweeny K, Rasmussen B, Wils A, Friedman HS, Mahon J, et al. Building the foundations for sustainable devel-
opment: a case for global investment in the capabilities of adolescents. Lancet. 2017;390:1792-806. Medline:28433259 
doi:10.1016/S0140-6736(17)30872-3
  2  Delprato M, Akyeampong K. The effect of early marriage timing on women’s and children’s health in sub-Saharan Africa 
and Southwest Asia. Ann Glob Health. 2017;83:557-67. Medline:29221529 doi:10.1016/j.aogh.2017.10.005
  3  Delprato M, Akyeampong K, Sabates R, Hernandez-Fernandez J. On the impact of early marriage on schooling out-
comes in Sub-Saharan Africa and South West Asia. Int J Educ Dev. 2015;44:42-55. doi:10.1016/j.ijedudev.2015.06.001
  4  Delprato M, Akyeampong A, Dunner M. Intergenerational education effects of early marriage in Sub-Saharan Africa. 
World Dev. 2017;91:173-92. doi:10.1016/j.worlddev.2016.11.010
  5  Efevbera Y, Bhabha J, Farmer PE, Fink G. Girl child marriage as a risk factor for early childhood development and stunt-
ing. Soc Sci Med. 2017;185:91-101. Medline:28570927 doi:10.1016/j.socscimed.2017.05.027
  6  Patra S. Motherhood in childhood: addressing reproductive health hazards among adolescent married women in India. 
Reprod Health. 2016;13:52. Medline:27142211 doi:10.1186/s12978-016-0171-7
  7  Wodon Q, Male C, Nayihouba A, Onagoruwa A, Savadogo A, Yedan A, et al. Economic impacts of child marriage: Global 
synthesis report. Washington DC: The World Bank and International Centre for Research on Women, 2017.
  8  Roest J. Child Marriage and Early Child-Bearing in India: Risk Factors and Policy Implications. Oxford, UK: Young 
Lives, 2016.
  9  Patton GC, Sawyer SM, Santelli JS, Ross DA, Afifi R, Allen NB, et al. Our future: a Lancet commission on adolescent 
health and wellbeing. Lancet. 2016;387:2423-78. Medline:27174304 doi:10.1016/S0140-6736(16)00579-1
10  Viner RM, Ozer EM, Denny S, Marmot M, Resnick M, Fatusi A, et al. Adolescence and the social determinants of health. 
Lancet. 2012;379:1641-52. Medline:22538179 doi:10.1016/S0140-6736(12)60149-4
11  Snilstveit B, Stevenson J, Menon R, Phillips D, Gallagher E, Geleen M, et al. The impact of education programmes on 
learning and school participation in low-and middle-income countries: a systematic review summary report, 3ie Sys-
tematic Review Summary 7. London: International Initiative for Impact Evaluation (3ie), 2016.
12  Bhagavatheeswaran L, Nair S, Stone H, Isac S, Hiremath TTR, Raghanvedra T, et al. The barriers and enablers to educa-
tion among scheduled caste and scheduled tribe adolescent girls in northern Karnataka, South India: A qualitative study. 
Int J Educ Dev. 2016;49:262-70. doi:10.1016/j.ijedudev.2016.04.004
13  Warrington M, Kiragu S. “It makes more sense to educate a boy”: Girls ‘against the odds’ in Kajiado, Kenya. Int J Educ 
Dev. 2012;32:301-9. doi:10.1016/j.ijedudev.2011.05.004
14  Hunt F. Dropping out from school: a cross country review of the literature. University of Sussex Centre for Internation-
al Education, 2008.
15  Blanchard JF, O’Neil J, Ramesh BM, Bhattacharjee P, Orchard T, Moses S. Understanding the social and cultural contexts 
of female sex workers in Karnataka, India: implications for prevention of HIV infection. J Infect Dis. 2005;191 Suppl 
1:S139-46. Medline:15627224 doi:10.1086/425273
16  Ramesh BM, Beattie TS, Shajy I, Washington R, Jagannathan L, Reza-Paul S, et al. Changes in risk behaviours and prev-
alence of sexually transmitted infections following HIV preventive interventions among female sex workers in five dis-
tricts in Karnataka state, south India. Sex Transm Infect. 2010;86 Suppl 1:i17-24. Medline:20167725 doi:10.1136/
sti.2009.038513
17  Prakash R, Bhattacharjee P, Thalinja R, Isac S. Regional, social and gender disparities in secondary school attainment in 
Karnataka, South India. Bengaluru: Karnataka Health Promotion Trust (KHPT), 2016.
18  Beattie TS, Bhattacharjee P, Isac S, Davey C, Javalkar P, Nair S, et al. Supporting adolescent girls to stay in school, reduce 
child marriage and reduce entry into sex work as HIV risk prevention in north Karnataka, India: protocol for a cluster 
randomised controlled trial. BMC Public Health. 2015;15:292. Medline:25881037 doi:10.1186/s12889-015-1623-7
19  Amin S, Ahmed J, Saha J, Hossain I, Haque E. Delaying child marriage through community-based skills-development 
programs for girls. Results from a randomized controlled study in rural Bangladesh. New York and Dhaka, Bangladesh: 
Population Council, 2016.
20  Angrist J, Bettinger E, Bloom E, King E, Kremer M. Vouchers for private schooling in Colombia: Evidence from a ran-
domized natural experiment. Am Econ Rev. 2002;92:1535-58. doi:10.1257/000282802762024629
21  Baird SJ, Garfein RS, McIntosh CT, Ozler B. Effect of a cash transfer programme for schooling on prevalence of HIV and 
herpes simplex type 2 in Malawi: a cluster randomised trial. Lancet. 2012;379:1320-9. Medline:22341825 doi:10.1016/
S0140-6736(11)61709-1
22  Bandiera O, Buehren N, Burgess R, Goldstein M, Gulesci S, Rasul I, et al. Women’s empowerment in action: evidence 
from a randomized control trial in Africa. University College London, 2017.
23  Buehren N, Goldstein MP, Gulesci S, Sulaiman M, Yam V. Evaluation of an adolescent development program for girls in 
Tanzania. World Bank Group, 2017.
24  Cho H, Hallfors DD, Mbai II, Itindi J, Milimo BW, Halpern CT, et al. Keeping adolescent orphans in school to prevent 
human immunodeficiency virus infection: evidence from a randomized controlled trial in Kenya. J Adolesc Health. 
2011;48:523-6. Medline:21501814 doi:10.1016/j.jadohealth.2010.08.007
25  Duflo E, Dupas P, Kremer M. Education and HIV/AIDS prevention: Evidence from a randomized evaluation in Western 
Kenya. Washington DC: World Bank Publications; 2006.
26  Field E, Glennerster R, Nazneen S, Pimkina S, Sen I, Buchmann N. Age at Marriage, Women’s Education, and Mother 
and Child Outcomes in Bangladesh. New Delhi.: International Initiative for Impact Evaluation (3ie), 2018.
R
E
FE
R
E
N
C
E
S
Increasing secondary school completion and reducing child marriage among adolescent girls in India
www.jogh.org •  doi: 10.7189/jogh.09.010430 13 June 2019  •  Vol. 9 No. 1 •  010430
V
IE
W
PO
IN
TS
PA
PE
RS
27  Hallfors D, Cho H, Rusakaniko S, Iritani B, Mapfumo J, Halpern C. Supporting adolescent orphan girls to stay in school 
as HIV risk prevention: evidence from a randomized controlled trial in Zimbabwe. Am J Public Health. 2011;101:1082-
8. Medline:21493943 doi:10.2105/AJPH.2010.300042
28  Handa S, Peterman A, Huang C, Halpern C, Pettifor A, Thirumurthy H. Impact of the Kenya Cash Transfer for Orphans 
and Vulnerable Children on early pregnancy and marriage of adolescent girls. Soc Sci Med. 2015;141:36-45. Med-
line:26246032 doi:10.1016/j.socscimed.2015.07.024
29  Jensen R. Do labor market opportunities affect young women’s work and family decisions? Experimental evidence from 
India. Q J Econ. 2012;127:753-92. doi:10.1093/qje/qjs002
30 Oster E, Thornton R. Menstruation and education in Nepal. National Bureau of Economic Research, 2009.
31  Pettifor AE, Levandowski BA, MacPhail C, Padian NS, Cohen MS, Rees HV. Keep them in school: the importance of ed-
ucation as a protective factor against HIV infection among young South African women. Int J Epidemiol. 2008;37:1266-
73. Medline:18614609 doi:10.1093/ije/dyn131
32  Robertson L, Mushati P, Eaton JW, Dumba L, Mavise G, Makoni J, et al. Effects of unconditional and conditional cash 
transfers on child health and development in Zimbabwe: a cluster-randomised trial. Lancet. 2013;381:1283-92. Med-
line:23453283 doi:10.1016/S0140-6736(12)62168-0
33  Santhya K, Zavier AF, Patel P, Shah N. Engaging Parents to Promote Girls’ Transition to Secondary Education: Evidence 
from a Cluster Randomised Trial in Rural Gujarat, India. New York, NY: Population Council; 2016.
34  Schultz TP. School subsidies for the poor: evaluating the Mexican Progresa poverty program. J Dev Econ. 2004;74:199-
250. doi:10.1016/j.jdeveco.2003.12.009
35  Pettifor A, MacPhail C, Hughes JP, Selin A, Wang J, Gomez-Olive FX, et al. The effect of a conditional cash transfer on 
HIV incidence in young women in rural South Africa (HPTN 068): a phase 3, randomised controlled trial. Lancet Glob 
Health. 2016;4:e978-88. Medline:27815148 doi:10.1016/S2214-109X(16)30253-4
36  Office of the Registrar General & Census Commissioner. Primary Census Abstract, Karnataka-2011: Data highlights. 
New Delhi, India: Ministry of Home Affairs, Government of India, 2011.
37  International Institute for Population Sciences (IIPS). Macro International. National Family Health Survey (NFHS-3), 
2005-06: India: Volume I. Mumbai: IIPS, 2007.
38  Ramanaik S, Collumbien M, Prakash R, Howard-Merrill L, Thalinja R, Javalkar P, et al. Education, poverty and “purity” 
in the context of adolescent girls’ secondary school retention and dropout: A qualitative study from Karnataka, southern 
India. PLoS One. 2018;13:e0202470. Medline:30183747 doi:10.1371/journal.pone.0202470
39  Bruce J. Commentary: Investing in the poorest girls in the poorest communities early enough to make a difference. Glob 
Public Health. 2015;10:225-7. Medline:25555080 doi:10.1080/17441692.2014.986170
R
E
FE
R
E
N
C
E
S
